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Abstract 
Interpersonal Trauma: Recommendations for Trauma-Informed Music Therapy  
Caitlin C. Kish 
Interpersonal trauma is a widespread issue which affects many of those who seek music 
therapy, yet, trauma-informed music therapy is not often discussed within the music 
therapy literature. This capstone review will serve as a guide for music therapists who 
work with survivors of interpersonal trauma. A literature review provides a history of 
trauma, definitions of resilience and interpersonal trauma, and descriptions of the effects 
of interpersonal trauma and settings for the treatment of trauma. This paper also discusses 
trauma-based services illustrating the difference between trauma-informed approaches 
and trauma-specific models. An in-depth view of music therapy describes specific 
methods and techniques used with individuals who have survived interpersonal trauma. 
This capstone review concludes with recommendations for a trauma-informed music 
therapy practice which applies the principles of trauma-informed care to various music 
therapy approaches.  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CHAPTER 1: INTRODUCTION 
 Trauma is a widespread issue which does not discriminate by age, gender, 
socioeconomic status, race, ethnicity, geography or sexual orientation (SAMHSA, 2014). 
The majority of individuals seeking assistance from mental health and substance abuse 
services have, at some point in their life, experienced violence, abuse, and neglect 
(Jennings, 2004). In fact, about 90 percent of individuals who enter mental health 
facilities have been exposed to trauma (Jennings, 2004; Mueser et al., 2004). 
Furthermore, the U.S. Department of Health and Human Services Office on Women’s 
Health reports 85 to 95 percent of women in the public mental health system have a 
history of trauma (National Council for Behavioral Health, 2015).  
In 2007, the U.S. Department of Health and Human Services reported that one 
million children experience substantiated abuse every year in the United States 
(D’Andrea, Ford, Stolbach, Spimazzola, & van der Kolk, 2012). Traumatic experiences 
can affect an individual’s daily living and not only lead to mental health issues but also 
substance abuse (Jennings, 2004; National Council for Behavioral Health, 2015). It was 
reported 75% of women and men in treatment for substance abuse have a history of 
trauma (Jennings, 2004).  
Trauma can be repetitive, chronic, and complex (Widera-Wysoczańska & 
Kuczyńska, 2010). The focus of this capstone will be trauma-informed approaches for 
those who have suffered complex interpersonal trauma. Interpersonal traumas are those 
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occurring between people and can be experienced in many forms (Widera-Wysoczańska 
& Kuczyńska, 2010; SAHMSA, 2014). Physical or sexual assault, abuse, or rape, 
emotional abuse or psychological maltreatment, neglect, historical trauma (the pervasive 
oppression/violence toward a group or culture over time), as well as witnessing or falling 
victim to a domestic or community violence can all be categorized as interpersonal 
trauma (SAMHSA, 2014).  
It is important to note that interpersonal trauma can occur at any point throughout 
an individual’s lifetime (Widera-Wysoczańska & Kuczyńska, 2010). Perry (2006) 
explains, experiences of trauma in childhood often affect the development of the child’s 
brain and body. Neglect or abuse causes “abnormal organization and function of 
important neural systems in the brain” (p. 29) creating dysfunction. This dysfunction 
results in emotional, behavioral, cognitive, social, and physical problems -- later, 
manifesting as mental health issues (Perry, 2006; Kisiel et al, 2014).  
As these mental health issues progress, they often manifest as personality 
disorders such as borderline personality disorder or dissociation and psychopathic 
personality disorders (Widera-Wysoczańska, 2010). Complex interpersonal trauma, at 
any stage in life, can result in affect dysregulation, structural dissociation, somatic 
dysregulation, impaired self-concept, and disorganized attachment patterns (Kuczyńska, 
2010).  
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One of the largest studies assessing associations between childhood maltreatment 
and later-in-life health and well-being is the Adverse Childhood Experiences Study or 
ACEs (Holm-Hansen, 2014).  This study was conducted by the Centers for Disease 
Control and Prevention and Kaiser Permanente’s Health Appraisal Clinic in San Diego 
(Center for Disease Control, 2014). An adverse experience, according to the study, may 
include emotional, physical, or sexual abuse; emotional or physical neglect; parental 
separation or divorce; incarceration of a family member; having a mother who was 
treated violently; and growing up in a household where someone abused substances or 
had a mental illness (Holm-Hansen, 2014).  
The researchers of this study, Drs. Robert Anda and Vincent Felitti, surveyed over 
17,000 adults, most white and middle-class, about their childhood experiences, health-
related behaviors, and health-related status (Holm-Hansen, 2014). The ACEs study found 
about two-thirds of its adult participants experienced at least one adverse childhood 
event. One in five reported three or more adverse experiences. The research showed a 
positive correlation between the frequency of experiences and the likelihood participants 
were engaging or had engaged in risky health behaviors. These behaviors were for the 
purpose of alleviating emotional or social distress and ranged from substance abuse to 
suicide (Center for Disease Control, 2014). 
Trauma is a universal experience for most diagnosed with mental and substance 
abuse disorders. However, those who report trauma are not limited to behavioral care. 
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Many times, they are found in the juvenile/criminal justice centers and families in child 
welfare systems. Students who have encountered trauma often find their experiences to 
interfere with their educational success. Moreover, individuals who have experienced 
trauma may spend much of their time in primary care facilities as trauma tends to impact 
one’s health and responsiveness to health interventions (SAMHSA, 2014). Although there 
is little literature specific to music therapy and interpersonal trauma, what is available 
spans most of these settings (Austin, 2007; Amir, 2004; Bensimon, Amir, & Wolf, 2008; 
Bensimon, Amir, & Wolf, 2012; Felsenstein, 2013; Green, 2011; Hussy, Reed, Layman, 
& Pasiali, 2006; Lesiuk, 2006). 
For years, music therapy has been used to treat those who have experienced 
trauma. However, most music therapy literature focuses on specific interventions rather 
than models of trauma-informed care. These interventions often concentrate on war 
veterans and individuals diagnosed with PTSD, although some refer to clients who have 
suffered neglect or sexual abuse (Orth, 2005). This literature reveals music therapy 
interventions may be used to reduce emotional stress and anxiety through the use of 
music relaxation and other techniques that aid in the redirection of attention (Benismon, 
Amir, & Wolf, 2012; Orth, 2005).   
In 1994 Blake and Bishop revealed The Bonny Method of Guided Imagery and 
Music (GIM), a music-centered psychotherapy, to be effective for those with PTSD. This 
method uses classical music, relaxation and imagery to help clients identify fears and past 
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traumatic events as well as promote self-actualization (Blake & Bishop, 1994).  
Drumming, songwriting, and improvisation, whether vocal or instrumental,  has also been 
utilized to promote relaxation and work through traumatic experiences while improving 
one’s communication, interpersonal skills, mood regulation, and self-expression (Austin, 
2007; Amir, 2004; Bensimon, Amir, & Wolf, 2008; Orth, 2005). This capstone strives to 
compare these methods along with others from around the world with the “trauma-
informed” or “trauma-specific” models and approaches becoming increasingly prevalent 
in mental health, criminal justice, child welfare, and schools (Holm-Hansen, 2014; 
Sutton, 2002). 
Many of these Trauma-informed approaches have been created in a way that is 
not only applicable, but also replicable, and appropriate for use in public sector service 
settings (Jennings, 2004). SAMHSA (2014) argues trauma-informed approaches  also 
require a multi-pronged, multi-agency public health approach, which provides clients 
safety from physical harm and re-traumatization. These systems work towards 
understanding each client’s background (i.e. history, culture, life experiences) in order to 
foster genuine collaboration between the providers and client (Jennings, 2004; SAMHSA, 
2014). According to SAMHSA (2014), there are six key principles generalized across all 
trauma-informed approaches: safety; trustworthiness and transparency; peer support; 
collaboration and mutuality; empowerment, voice, and choice; and lastly, cultural, 
historical, and gender issues.  However, traumatic experiences define and organize one’s 
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identity, explains Jennings (2004). Therefore, many models recognize that the symptoms 
of trauma are the client’s attempts to cope. These approaches emphasize skill building 
rather than symptom management -- focusing on the individual’s experiences rather than 
what is “wrong” with the individual. Thus, trauma-informed approaches are not intended 
to treat symptoms, instead, they generate providers who are informed and sensitive to 
trauma-related obstacles their clients encounter (Jennings, 2004). 
There are many well-known trauma-informed approaches currently utilized 
throughout a variety of mental health settings and many have research to illustrate their 
effectiveness (Jennings, 2004). Some of these models include the Sanctuary Model®, 
Addiction and Trauma Recovery Integration Model or ATRIUM, and Seeking Safety, 
along with many others (Jennings, 2004; SAHMSA, 2014). Most models are inclusive of 
all practitioners and staff working with the clients, and therefore, do not exclude creative 
arts therapists (SAHMSA, 2014).  However, there is little research on how these models 
are implemented within music therapy or their effectiveness. The purpose of this capstone 
project is to compare these models with evidence-based music therapy approaches 
effective in the treatment of interpersonal trauma for the intention of making 
recommendations for future trauma-informed approaches specific to the field of music 
therapy.  
Many of the studies within the music therapy world are small case studies or 
narratives dealing with a specific intervention technique such as drumming, songwriting, 
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and improvisation; therefore, these studies may not be generalizable or transferable to all 
populations or situations (Austin, 2007; Amir, 2004; Bensimon, Amir, & Wolf, 2008). 
Nevertheless, the results of this study bring to light the current literature exemplifying 
effective music and non-music therapy approaches used with those who have survived 
complex interpersonal trauma. In the hope of bringing awareness to the importance of 
trauma-informed care in music therapy, this capstone concludes with recommendations 
regarding trauma-informed training specific to music therapists. 
Definitions 
• Complex Interpersonal Trauma: is defined as repetitive, prolonged, or 
cumulative trauma or abuse involving direct harm, exploitation, or maltreatment 
brought about by another person. This may include including neglect, 
abandonment, and antipathy by primary caregivers or ostensibly responsible 
adults. Complex trauma often occurs at developmentally vulnerable times, but 
may occur later in life as well as in conditions of vulnerability associated with 
disability, disempowerment, dependency, age, infirmity, and so on. This form of 
trauma may also include PTSD (Courtois, C.A., 2010).  
• Trauma-Informed Services: are not designed to treat the symptoms related to 
trauma. Instead, these services strive to inform and sensitize those who work with 
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trauma survivors of trauma-related issues in order to promote resilience and avoid 
re-traumatization (Jennings, 2004) 
• Trauma-Specific Services: are designed to treat the medical and psychological 
consequences of interpersonal trauma. These service models are considered best 
practice models and include a relational approach geared towards the 
empowerment of the trauma survivor (Jennings, 2004). 
• Resilience: an individual’s capacity to adapt and recover from trauma (Holm-
Hansen, 2014). 
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CHAPTER 2: LITERATURE REVIEW 
Trauma 
 A History of Trauma. The term trauma stems from the Greek word trauma 
meaning wound and typically used in reference to either a bodily and/or psychological 
injury (Jones & Cureton, 2014). The term did not appear in psychology and medicine 
journals until the nineteenth century when Pierre Janet and Sigmund Freud discussed the 
etiology of hysteria and the clinical implications of trauma (Jones & Cureton, 2014). 
Furthermore, it was not until the 1970s, with the end of the Vietnam War and the 
beginning of awareness of the consequences of sexual and domestic violence brought 
forward by the Women’s Movement, when a definition of trauma was established. 
Traumatic events were now concluded to have psychological consequences, playing a 
role in the development of mental health issues (Jones & Curtain, 2014; Kuczyńska, 
2010).  
 Soon after these discoveries, Posttraumatic Stress Disorder (PTSD) was added to 
the diagnostic classification system known as the Diagnostic and Statistical Manual of 
Mental Disorders, Third Edition (DSM-III). The DSM-III defined trauma as an unusually 
intensive and unwanted experience compromising one’s life, health, or perceived well-
being (American Psychiatric Association [APA], 1980). It was also found around this 
time that victims of trauma often suffered from persistent re-experiencing of the 
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traumatic event, resulting in increased arousal or anxiety, and would typically avoid 
situations or stimuli associated with their past trauma (Kuczyńska, 2010). 
  With the DSM-IV (Diagnostic and Statistical Manual of Mental Disorders, Fourth 
Edition) and DSM-IV-TR (Diagnostic and Statistical Manual of Mental Disorders, Fourth 
Edition, Text Revision) came the conclusion that traumatic events may not occur as 
infrequently as once thought (APA, 1994; APA, 2000). A wide variety of events such as 
warfare, natural disasters, accidents, the death of a loved one, as well as violence inflicted 
by others were added to the list of possible traumatic experiences (APA, 2000; Jones & 
Cureton, 2014; Kuczyńska, 2010). This new understanding of trauma, along with the 
variety of events which now qualify as traumatic, led to an increase of trauma diagnosis 
by 59% in 2014 (Jones & Cureton, 2014).  This increase in prevalence sparked further 
research on trauma, specifically trauma inflicted by others or what this paper will 
categorize as “interpersonal trauma” (Kuczyńska, 2010).  
 Previous diagnostic manuals combined anxiety, stress, and trauma together. 
Today, the DSM-V outlines a new category deemed Trauma- and Stress- Related 
Disorders (TSRDs) which excludes anxiety disorders and defines trauma more explicitly 
(APA, 2013; Jones & Cureton, 2014). Anxiety and fear can, of course, be experienced 
with trauma and stress; however, the most prominent clinical characteristics are 
anhedonic and dysphoric symptoms, as in externalizing anger, aggression, or dissociative 
symptoms (APA, 2013). Although PTSD is now deemed a TSRD, other diagnoses in this 
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category span beyond the symptoms of PTSD including dissociative symptoms such as 
emotional numbness, derealisation, depersonalization, or dissociative amnesia 
(Kuczyńska, 2010). These TSRDs include Reactive Attachment Disorder, Disinhibited 
Social Engagement Disorder, Acute Stress Disorder (ASD), Adjustment Disorders (ADs), 
Other Specified Trauma- and Stressor- Related Disorder, and Unspecified Trauma- and 
Stressor- Related Disorder (American Psychiatric Association, 2013). Some argue that 
this shift in categories may incorrectly suggest that fear and anxiety are not symptoms of 
trauma, yet Nemeroff et al. (2013) advocate for the use of the traumatic event in the 
diagnosing process as it honors the intense nature and presentation of the disorder. 
MacMillan, a contributor to the Nemeroff et al. article, further argues that the symptoms 
of PTSD and Adjustment Disorders reach beyond fear-based anxiety and encompass 
dysphoria, aggression, guilt, and shame (Nemeroff et al., 2013).  
 In order to categorize an event as traumatic, the individual’s experience must be 
taken into consideration (SAMHSA, 2014). As specified by the DSM-V, a traumatic 
event must include an actual or extreme threat of physical or psychological harm, or 
severe, life-threatening neglect (APA, 2013). However, a particular event which may be 
experienced as traumatic for one individual may not be perceived as such for another. 
SAMHSA (2014) provided the examples of siblings being removed from an abusive 
home, refugees fleeing a country or military veteran’s experiencing deployment. One 
may perceive these events as traumatic, while another may not.  
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 A range of factors such as an individual’s personal background, cultural beliefs, 
social supports, and developmental stage also contribute to one’s interpretation of an 
event (SAMHSA, 2014). For instance, the suppression of a certain gender or race may be 
normalized in one culture and considered abuse in another. Additionally, a child’s 
interpretation of an event may be different from an adult’s. A child may find an event 
traumatic, whereas an adult may be better able to navigate the event.  Also, someone with 
a supportive family or community may find it easier to cope with a traumatic event, more 
so than an individual who has limited supports or lives in isolation. Unfortunately, most 
victims of trauma do not seek services and supports, increasing one’s risk of mental and 
substance use disorders as well as chronic physical disease (SAMHSA, 2014).  
 The impact of an event can differ from person to person as well. Symptoms of 
mental health issues due to trauma can occur over a lifetime. One may feel the impact 
immediately after the traumatic event (peritraumatic) or weeks, months, even years after 
the event (post-traumatic) (Widera-Wysoczańska, 2010). Although each individual is 
different, those who have experienced trauma may find impacts on their long-term health, 
sense of safety, self-concept, perception of control, interpersonal relationships and social 
skills, management of emotions leading to withdrawal, agitation, hostility, aggression and 
risk-taking behaviors as well as cognitive skills like problem solving, concentration, or 
abstract reasoning. They may also experience emotional distress such as depression and 
anxiety (Holm-Hansen, 2014). 
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 Interpersonal Trauma. The definition and criteria for which trauma is 
categorized have developed and expanded throughout decades of research. Throughout 
this time, trauma has been shown to occur for many different reasons and at any time 
throughout one’s life (Kuczyńska, 2010; SAHMSA, 2014). Interpersonal trauma (also 
known as complex trauma) is a category experienced by many and often includes 
multiple episodic or chronic exposures (Hussey, Reed, Layman, & Pasiali, 2007; Widera-
Wysoczańska, 2010). Here, trauma elicits elements of malevolence, betrayal, injustice, 
and immorality at the hand of another — typically occurring within a caregiving system 
(D’Andrea, Ford, Stolbach, Spinazzola, & van der Kolk, 2012; Kisiel et al., 2014; 
Widera-Wysoczańska, 2010).  
     Interpersonal trauma is often complex as the experience typically includes several 
different types of deliberate and intentional abuse or negligence. It is also chronic as these 
events are often repeated and transpire over long periods of time ( Holm-Hansen, 2014; 
Widera-Wysoczańska & Kuczyńska, 2010). Interpersonal trauma can also be direct or 
indirect. For instance, a child can be physically abused by a caregiver or can be a witness 
to domestic abuse between their caregivers. This particular type of trauma often takes 
place within dysfunctional and pathological relationships, such as familial relationships 
(Widera-Wysoczańska & Kuczyńska, 2010). If interpersonal trauma begins in childhood, 
as it often does, the abuse or neglect may continue throughout the child’s development. 
The chronic and complex traumatic event becomes an “everyday” experience in 
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childhood and/or adulthood where the victim lives in constant tension and fear (D’Andrea 
et al., 2012; Perry, 2006; Widera-Wysoczańska & Kuczyńska, 2010).  Interpersonal 
trauma occurring in childhood is not limited to physical and sexual abuse or neglect. It 
takes many different forms including assault, abduction, and bullying (D’Andrea et al,, 
2012).  
     According to Widera-Wysoczańska (2010), interpersonal trauma tends to increase 
and expand as time goes on. In other words, when a traumatic event occurs within a 
family, such as emotional abuse, it will likely intensify and often lead to other types of 
abuse such as physical or sexual abuse.  Trauma of this kind is predictable as the victim 
of abuse may understand the certainty that harm will come to him or her again. However, 
there is a sense of unpredictability as one cannot be certain of the place, time, or method 
to which the abuse will come. This leaves the victim to experience a loss of control. 
Ultimately, interpersonal trauma may lead to life-threatening situations due to the severity 
of the offender’s behaviors or an increased risk of suicide. 
 The Effects of Interpersonal Trauma From Childhood to Adulthood. Some 
victims of trauma find few lasting negative effects; others experience a heavy burden for 
themselves, their families, and their communities (SAMHSA, 2014). Unlike other forms 
of trauma, the effects of interpersonal trauma are linked to a greater symptom complexity 
and a higher occurrence of functional and mental health problems (Widera-Wysoczańska, 
2010). In her 2015 TED talk, Nadine Burke Harris explained extensive trauma may affect 
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the brain, immune and hormonal systems as well as how our DNA is read and 
transcribed. Severity of impairment depends greatly on the age and developmental stage 
at which the individual experiences the trauma (Kisiel et al., 2014). For instance, one is 
more vulnerable to complex psychopathology the earlier the victimization occurs. 
Furthermore, it was found that the closer the relationship between the victim and the 
perpetrator — the more serious the consequences to the victim’s life.  An individual’s 
entire life is shaped by the occurrence of chronic and complex interpersonal trauma 
(Widera-Wysoczańska & Kuczyńska, 2010).  
     Childhood exposure to trauma is extremely common and has been deemed a silent 
epidemic according to the Centers for Disease and Prevention, or CDCP (2014). The 
CDCP (2014) also reported approximately 1,570 children in the U.S. died from abuse and 
neglect in 2011, a rate of 2.10 deaths per 100,000 children. About one-third of children, 
worldwide, are estimated to have experienced physical abuse and about one in four girls 
— one in five boys — experience sexual victimization. In the United States alone, one 
million children experience substantiated abuse each year (D’Andrea et al., 2012). 
     Physical trauma to the brain, such as severe or fatal head trauma often occurs as a 
result of abuse and neglect.  If a victim survives, they may still suffer from varying 
degrees of visual, motor (such as cerebral palsy), and cognitive impairment (CDCP, 
2014). The impact of trauma and stress during early childhood brain development, 
regardless of the type (physical, emotional, neglect, etc.), can have life-long 
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ramifications. These experiences alter the brain development causing abnormal 
organizational and functional skills which result in on-going emotional, behavioral, 
cognitive, social and physical problems (CDCP, 2014; Kisiel et al., 2014; Perry, 2006; 
Teicher, 2002). Casey and Theobold (1990) surveyed music therapists working with child 
victims of domestic violence and found that most children were reported to have a flat or 
inappropriate affect and exemplified poor organizational and problem-solving skills. 
    Perry (2006) explained that healthy brain development and organization of neural 
networks is dependent to some degree upon the appropriate pattern, frequency, and 
timing of key experiences which signal the stimulation of specific neural systems 
mediating their function. Normal motor function requires the individual to first crawl, 
then stand, cruise, walk, and run. Similarly, normal socioemotional development requires 
an array of relational opportunities throughout development including a caregiver who is 
appropriately attentive to the child (Perry, 2006).  
     Victimized children may also suffer from weakened language development 
(CDCP, 2014). Neurons in the human brain are designed to change in response to 
patterned, repetitive activity and are “use-dependent”. This means neural stimulation, or 
lack thereof, will result in a change in those neural networks. When a developing child is 
spoken to, their neural systems, which mediate speech and language, receive stimulation 
and begin to organize and function normally. Likewise, a child who experiences neglect, 
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so much so that he or she does not hear words, will not have the neural capacity to 
express language (Perry, 2006).  
 Poor attachment can also lead to difficulties in trust, low interpersonal 
effectiveness, a distorted perception of self, poor perspective-taking abilities, and poor 
boundaries (D’Andrea et al., 2012). Low self-perception tends to decrease the likelihood 
of self-protective behavior and leads to an increased risk of psychopathology. A victim 
may exhibit a lack of affect or inappropriate affect responses, compulsive, aggressive, 
oppositional behavior, or lead them to engage in self-injury or substance use. These 
behaviors are often the victims’ attempt to reduce, dispel, or recover from their own 
affect dysregulation (D’Andrea et al., 2012). 
 When we are threatened, our body’s fight, flight or freeze response is engaged. If 
a child is raised in an environment of persisting threat, they are less able to achieve an 
internal state of calm and, in turn, their baseline state is altered. As a result, the 
traumatized child will have an extremely reactive alarm response (hyper vigilance) 
perceiving danger when there is no external threat. When external stressors are added to 
the child’s life, such as school or an argument with a peer, these responses are elevated 
(Perry, 2006).  When one’s alarm response is constantly elevated, she or he may begin to 
use a form of psychological fleeing called dissociation. Symptoms of dissociation are 
depersonalization, memory disturbances, concentration issues, and disruptions in 
planning or problem solving. Therefore, children with a history of trauma are often 
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misdiagnosed with attention deficit/hyperactivity or ADHD (D’Andrea et al., 2012; 
Harris, 2015).  
        Placement disruptions within the welfare system and an increased risk of 
psychiatric hospitalizations are more likely for victimized children (Hussey, Reed, 
Layman, & Pasiali, 2007; Kisiel et al., 2013). Many factors including maltreatment, 
emotional or behavioral health problems, and family conflict and dysfunction end in the 
children being removed from their homes and families. This inevitably creates instability 
and disruption within the development of secure attachment, further perpetuating the 
child’s psychosocial impairments (D’Andrea et al., 2012). 
     Traumatic events in childhood do not fade with time. They often lead to several 
issues throughout adolescence such as teen pregnancy, drug use, school failure, 
victimization, and anti-social behavior (Kisiel et al., 2013). High school graduation rates 
have been shown to drop for those who have experienced physical abuse as many are 
more likely to become teen parents and are at greater risk of being arrested. Abuse and 
neglect victims are 28 percent more likely to engage in criminal behavior as an adult and 
30 percent more likely to be involved in violent crimes. Victims of maltreatment are at 
increased risk of addiction as well as engaging in high-risk sexual behaviors (CDCP, 
2014). 
      Silverman et al. (1996) found 80 percent of young adults who were victimized 
exhibited issues such as depression, anxiety, eating disorders, and suicide attempts and 
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met diagnostic criteria for at least one psychiatric disorder by the age of 21. These 
impairments typically lead to ongoing psychiatric issues such as post-traumatic stress 
disorder (PTSD), conduct disorder, dissociative disorders, and medical issues throughout 
one’s entire life (CDCP, 2014; Kisiel et al., 2013). These diseases include heart, lung, and 
liver disease, obesity, cancer, as well as high blood pressure, and cholesterol (CDCP, 
2014). Maltreatment has an effect on one’s ability to establish and maintain healthy 
intimate relationships in adulthood as victims often continue to suffer from trauma and/or 
stress related disorders, personality disorders, and addiction if they do not seek and find 
proper treatment (CDCP, 2014; Cierpialkowska, 2010).  
     Lastly, interpersonal trauma also poses economic consequences which rival the 
cost of other high profile public health problems, such as stroke and Type 2 diabetes 
(CDCP, 2014). The CDCP reports approximately $124 billion (in 2010 dollars) is the 
total lifetime economic burden resulting from new cases of fatal and nonfatal child 
maltreatment in the United States alone in 2008. The estimated cost per victim of nonfatal 
child maltreatment is $210,012 (in 2010 dollars). This includes childhood health care, 
special education, child welfare, criminal justice, and adult medical costs, as well as 
productivity losses. Furthermore, the estimated average lifetime cost per death including 
medical cost and productivity losses is $1,272,900 (CDCP, 2014). 
 Settings for the Treatment of Trauma. Survivors of interpersonal trauma are 
found throughout several service sectors including the juvenile justice system, the child 
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welfare system, the school systems, and primary care facilities. Yet, many of those public 
institutions and service systems tend to be re-traumatizing.  For instance, many 
behavioral care units use seclusion and restraints or other coercive practices; in cases of 
abuse or neglect, child welfare systems typically remove children from their home 
abruptly; educational/school systems often impart harsh disciplinary practices; criminal 
justice systems are often intimidating; and the medical system’s invasive procedures can 
be trauma-inducing, all of which can lead to re-traumatization for those who have 
significant experience with trauma. Many individuals who enter these facilities have a 
history of trauma, which when left unaddressed in treatment, can not only get in the way 
of treatment but may lead to further traumatization (SAMHSA, 2014). For this reason, it 
is extremely important for practitioners in all settings to be trauma-informed. 
 Resilience. As stated earlier in this paper, some victims of trauma experience 
little to no long term effects. This may be due to the type and amount of trauma the 
individual was exposed to, yet often also speaks to the individual’s capacity to adapt and 
recover; this is otherwise known as their resilience (Holm-Hansen, 2014). The 
underpinning of resilience can often be found in one’s positive temperament, sociability, 
optimism, and internal locus of control, although some of these personality characteristics 
are difficult to change or influence. For instance, someone who has been neglected most 
of their childhood may find it extremely difficult and unnatural to be optimistic (Holm-
Hansen, 2014). 
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 On an individual level, treatment can enhance one’s cognitive ability, self-
efficacy, self-regulation, coping strategies, and spirituality. In order to be successful, 
treatment cannot end here. Family may be included in treatment as to break maladaptive 
patterns and create healthy support systems (Holm-Hansen, 2014). These attachment 
relationships contribute to one’s resilience and involve mutuality, comfort, safety, and 
pleasure for all those in the relationship (Perry, 2001; Van Westrhenen & Fritz, 2014). 
Attachment is necessary for one to survive, learn, work, love, and procreate (Perry, 
2001). Family therapy sessions develop social support and supportive family/parent-child 
interactions and bonding. With proper family therapy, parents may better understand their 
child’s behaviors, learn how to nurture their children and better teach and model 
appropriate social behaviors, while taking care of themselves in the process (Perry, 2001). 
Close attachment bonds within a partnership builds resilience by contributing to 
emotional regulation and developing an integrated concept of self within the relationship. 
Therefore, couple therapy may be a necessary part of recovery for adult survivors of 
trauma (Johnson, 2011). Likewise, community aspects must also be addressed in order to 
provide community resources and generate positive school experiences for children who 
have endured trauma (Holm-Hansen, 2014).  
Trauma-Based Services 
 Nearly all persons served by public mental health and substance abuse service 
systems have been severely impacted by trauma since childhood (Jennings, 2004). With 
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the appropriate treatment, victimized individuals and their loved ones can create a healthy 
supportive lifestyle. Even developmental damage to the brain, with the right kinds of 
interventions, is capable of repair and recovery given proper intervention treatment. 
Unlike coercive interventions, which may lead to further traumatization, trauma-based 
treatments, and best practice models are shown to be effective for clients with complex, 
severe, and persistent mental health and addiction problems (Holm-Hansen, 2014). These 
services seek to foster a link between resilience and recovery for individuals and their 
impacted family. They provide an understanding of the widespread impact of trauma on 
the survivor, as well as all potential paths for recovery. This knowledge is then integrated 
into all policies, procedures, and practices (SAMHSA, 2016) 
 The process of creating trauma-based services began in 2001 when 12 states 
formed an informal network called the State Public Systems Coalition On Trauma, or 
SPSCOT for the development of trauma-informed care. State system administrators, 
providers, researchers and consumer/survivor/recovering persons, or C/S/Rs worked 
together to identify initial criteria for the creation of trauma treatment and support models 
in use in the public sector settings. Today, models are labeled under two categories: 
trauma-informed and trauma-specific. Both are designed to be applicable and replicable 
within public service settings (Jennings, 2014). 
 Trauma-Informed Approaches. Trauma-informed approaches are designed to 
train service providers to be informed and sensitive to trauma survivors’ related issues. It 
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is important to note that these services are not designed to treat specific symptoms of 
trauma (Jennings, 2004). Rather, six key principles which must be addressed when 
creating or implementing trauma-informed care, are offered by SAMHSA (2016): 
• Safety 
• Trustworthiness and Transparency 
• Peer Support 
• Collaboration and Mutuality 
• Empowerment, Voice, and Choice 
• Cultural, Historical, and Gender Issues 
 It is important for victims of trauma to feel physically and emotionally safe in 
order to fully engage in the recovery process. To create this sense of safety, anyone 
involved in an individual’s treatment must reflect an understanding of the prevalence and 
impact of trauma, including the various behaviors victims use to recover and heal from 
traumatic events. Rather than focusing on deficits, trauma-informed approaches support 
individuals in identifying and utilizing their own strengths and skills. Each survivor is 
unique, therefore, the organization must promote culturally-driven therapeutic practices 
which consider not only one’s culture but his or her history, sexual orientation, and 
gender (Holm-Hansen, 2014). 
 Trauma-informed approaches seek to avoid inadvertent re-traumatization and 
facilitate consumer participation in treatment (Jennings, 2004). For this reason, all 
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treatment decisions are made openly with the intention of promoting trust within all 
collaborators including the survivor (Holm-Hansen, 2014). Collaboration is key, thus, all 
members of treatment (staff, practitioners, clients, and family) must engage in partnership 
and collaboration (SAMHSA, 2016; Holm-Hansen, 2014). This includes collaborative 
relationships within private and public sector service systems practitioners (Jennings, 
2004). These approaches seek to empower survivors by providing opportunities to make 
choices within the recovery environment which emphasize personal control. “Choice and 
voice” reflects the consumer’s ability to choose and individualize services to best meet 
their own needs, as well as participate fully in the development, implementation, and 
evaluation of services (Holm-Hansen, 2014, p. 7).  
 Trauma-Specific Models. Trauma-specific models are designed to treat the 
sequelae of sexual or physical abuse with interventions such as a.) grounding techniques, 
to help manage dissociative symptoms, b.) desensitization therapies, to aid individuals in 
coping with painful images or memories, and c.) behavioral therapies, which teach 
modulation of powerful emotions (Jennings, 2004). These theoretical models, like 
trauma-informed approaches, place emphasis on collaboration between the individual, 
her or his family and friends, and other service providers in order to empower the 
survivor. All those involved in an individual’s treatment are responsible for aiding 
consumers in feeling respected, informed, connected, and hopeful throughout the 
recovery process (Jennings, 2004; SAMHSA, 2016). Recovery cannot transpire with 
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coercion, force, and authoritarian control as these are reminiscent of prior traumatic 
experiences. Instead, trauma-specific care attempts to find functional adaptations of 
trauma-related symptoms (i.e. substance abuse, eating disorders, depression, and anxiety) 
as they are seen as interrelated (Jennings, 2004). 
 Jennings (2004) explained there are a multitude of trauma-specific theoretical 
models that cater to a wide range of clients. The Domestic Violence Group Intervention is 
one example which works to break the cycle of domestic violence. Finances are often a 
subject of strife for those recovering from neglect and trauma. The Economic Success in 
Recovery model works to help women suffering from mental illness, substance use, and 
trauma to explore their strengths and skills, as well as job and educational opportunities 
in order to plan for future financial success. There are several trauma-specific models 
created for use with adults, such as the popular Addictions and Trauma Recovery 
Integration Model (ATRIUM). Parents who have experienced trauma can turn to models 
like the Circle of Security or Nurturing Families Affected by Substance Abuse, Mental 
Illness and Trauma for support (Jennings, 2004; SAMHSA 2016).  
 Some theoretical models are designed for the specific development of trauma-
informed service systems and organizations, such as the Sanctuary Model. This model 
also has a modified version for the specific support of children called the Sanctuary 
Model for Children in Residential Settings (Jennings, 2004). There are theoretical models 
which utilize peer support or self-help, like Trauma-No More Secrets a video based peer 
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or professional led approach are also available. The Seeking Safety Model is a trauma-
specific model designed for those with a dual diagnosis of PTSD and substance abuse and 
has also been modified for use with adolescent girls (Jennings, 2004).  
 Several theoretical models, including some of those mentioned above, have 
ongoing research implemented within several hospital settings and populations in order to 
fine tune and achieve best practice methods (Jennings, 2004). Exposure and interpretation 
of trauma and trauma-related symptoms vary across cultural communities. Therefore, 
trauma-informed approaches and trauma-specific models must also vary based on the 
client’s cultural values. Very few studies have been conducted on culturally based aspects 
of resilience with individuals with disabilities, persons of color, and other non-
westernized populations. For instance, individualistic coping aspects are often 
emphasized in western cultures, whereas community or collectivist support may be more 
important for other cultures. Most research — typically qualitative in nature — reveals 
trauma-informed approaches are perceived well. However, these practices are still 
relatively new and require more research to validate the importance of trauma-informed 
care more broadly (Holm-Hansen, 2014). 
Music Therapy and Trauma 
 Defining Music Therapy. Music has been used to cure ailments since the time of 
preliterate cultures. Here, music was believed to have supernatural powers capable of 
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affecting one’s mental and physical well-being (Davis & Gfeller, 2008). The American 
Music Therapy Association also known as AMTA (2016) reported the concept of music 
therapy dates back to the late 1700s. However, it was not until 1950 when the National 
Association for Music Therapy (NAMT) was established and standards for training and 
schooling were developed through the creation of the first music therapy constitution and 
bylaws. During World War I and II, music therapy became an important tool for helping 
soldiers who were returning from combat better cope with the physical and mental health 
effects of war. Soon, courses on the use of music therapy in hospitals with veterans were 
being taught in Columbia University in New York City (Davis & Gfeller, 2008). Board-
certification and evidence-based practice quickly became a priority in the music therapy 
world. The Certification Board for Music Therapists (CBMT) and the first music therapy 
board examination were created in the 1980s. In 1998, two music therapy associations, 
The American Association for Music Therapy (AAMT) and The National Association for 
Music Therapy NAMT merged to create the current American Music Therapy 
Association (AMTA, 2016).  
 The American Music Therapy Association website (2016) currently defines music 
therapy as “…the clinical and evidence-based use of music interventions to accomplish 
individualized goals within a therapeutic relationship by a credentialed professional who 
has completed an approved music therapy program.” Music therapy can be implemented 
in many different ways. It may involve instrument playing and/or singing as well as 
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receptive music listening with or without guided imagery. The use of instrument playing 
and singing can range from structured and unstructured improvisation to the recreation of 
a song (Preyde, Berends, Parehk & Heintzman, 2015).  
 With the many evidence-based techniques available, Preyde, Berends, Parehk & 
Heintzman (2015) explained music therapists have the ability to aid in the treatment of 
moderate to severe mental illness as music therapy techniques promote expression of 
emotions while enhancing personal awareness and development. Intra- and interpersonal 
connections are often developed and supported as music promotes non-verbal 
communication and can play the role of transitional object (Preyde, Berends, Parehk & 
Heintzman, 2015). 
     Music Therapy and Trauma.  It is important for the music therapist to be well 
informed of the complex dynamics associated with trauma as they often affect relational 
issues between the client and therapist (Montello, 1999). Nordoff and Robbins (2007) 
explained music therapy activates the inner “music child” or the individualized 
musicality innate within each person. In psychoanalytic music therapy, the “music child” 
symbolizes the health aspects and deeply expressive capacity of an individual and what it 
means to be a survivor (Montello, 1999). 
     Self-expression and creative problem solving can lead to a decrease in 
externalizing behaviors such as aggression and impulsivity (Layman, Hussey, Lang, 
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2002b). Emotions, unlike mood, are more intensely experienced. Therefore, emotional or 
affect regulation is an important aspect of self-regulation. One’s ability to regulate 
emotions predicts future emotional, cognitive, social, and mental health. Moore (2013) 
synthesized several studies showing emotion regulation may be facilitated through the 
use of familiar and preferred music, as well as when singing. Successful emotional 
regulation offers an individual the ability to appropriately process and moderate emotions 
during any given situation (Moore, 2013). Benison, Amir, and Wolf 2008 and 2012 
studies demonstrate how music can be an unintimidating way for survivors to access and 
express traumatic memories.   
     Music therapy can be structured and implemented to provide successful 
experiences for all clients regardless of musical ability, often eliciting feelings of pride 
and accomplishment, a sense of fitting in with others, and may help to create a positive 
self-concept (Clendenon-Wallen, 1991). Many children who have experienced abuse and 
neglect internalize responsibility for their abuse. This blame produces feelings of shame 
and self-contempt (Huth-Bocks & Hughes, 2008). Pride in one’s self can be extremely 
helpful for children placed in foster care as a positive self-concept is a strong predictor of 
successful placement (Layman, Hussey, Lang 2002b). Burkhardt-Mramor (1996) showed 
how the therapeutic relationship between the client and music therapist — an important 
piece to creating a safe environment — combated attachment disorders, such as those 
created by interpersonal trauma.  
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 Music therapy can be applied in individual sessions as well as group sessions. 
Bensimon, Amir, and Wolf (2008) explained music therapy allows for a sense of ‘we-
ness’ much more successfully than talk therapy as clients are provided an opportunity to 
blend harmonically with different pitches and synchronize in tempo within music therapy 
sessions. Unlike talk therapy, clients have the ability to pay attention to her or his 
individual playing while still remaining aware of the entire group as they play together. 
Thus, group music therapy uses creative expression to foster a sense of belonging and 
interpersonal communication—two major therapeutic aims for survivors of trauma 
(Bensimon, Amir, & Wolf, 2008) 
     Music Therapy Approaches and Techniques with Trauma Survivors.  
Montello (1999) described three stages to recovery for individuals with a history of 
trauma: safety; remembrance and mourning; and reconnection with ordinary life. These 
stages often overlap throughout the recovery process, requiring the therapist to respect 
the client’s individual process, provide appropriate clinical interventions, and support the 
client with empathy and caring (Amir, 2004; Montello, 1999). Christenbury (2015) 
expressed the importance of assisting clients with the symptoms of dissociation, affect 
regulation, and altered relationships with themselves and others before engaging in any 
trauma exposure or re-experiencing. In doing so, the therapist creates a safe space for 
clients to engage in recovery.  
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     Safety is of the utmost importance when beginning the therapeutic process 
(Montello, 1999; SAMHSA, 2016). Maslow emphasized this notion by including safety 
as a basic human need within his depiction of the hierarchy of needs. According to 
Maslow, one’s basic needs must be met before progressing to meet higher levels of 
growth (McLeod, 2016).  
 Building rapport between the client and therapist allows for safety to be 
established. In order to do so, Amir (2004) and Montella (1999) explained, the client 
must feel heard and understood. Slotoroff (1994) began her sessions with a verbal 
conversation to help assess the client’s obstacles and needs for improved functioning and 
better quality of life. Montello (1999) first asked her client to bring in recordings of 
music identified as meaningful, where they listen together, and share their reactions. 
Other times, Montello (1999) shares pieces of music which she felt to be important in the 
client’s recovery process. Hong, Hussey, and Heng (1998) and Ritholz and Turry (1994) 
found repetitive, successful experiences to be essential when building trust and rapport 
with trauma survivors.  Each of these techniques helped the survivor feel heard and 
understood while also merging the therapist into the individual’s unique healing process.   
     There are many ways in which music can help survivors begin to identify and 
work through past experiences. Improvisational music making has been effectively used 
in music therapy to provide a non-verbal means to express and safely contain strong 
emotions (Slotoroff, 1994). The music created in improvisation can symbolize 
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unconscious material. The connection between musical and non-musical conflicts often 
manifests meaning from the improvisation. Processing of these conflicts can occur 
musically and verbally (Amir, 2004; Austin 2001). Bruscia (1987) explains, the process 
of creating spontaneous sounds with the music therapist begins to build the therapeutic 
relationship. Improvisation can engage, stimulate, and evoke the individual’s imagination 
which can later be used to recreate or ‘re-image’ life, allowing the client to revisit painful 
events and gain mastery over them (Bruscia, 1987).  
     Improvisation can be created vocally or instrumentally (e.g., with piano, guitar, 
xylophone, drums or other pitched and non-pitched percussion instruments) as well as 
within group or individual sessions. Watson (2002) utilized multi-ethnic instruments to 
address the interests of her multi-ethnic drumming groups. She used group 
improvisational drumming with adult male sexual offenders as a means for self-
expression and emotional recognition as well as a way to increase positive group and 
social experiences, leadership opportunities, and cooperation. Through group drumming, 
the gentlemen demonstrated a balance between leading and following as they matched 
their peers’ volume, tempo, and style. Each client needed to pay close attention to the 
leader’s beat, body language, volume, and tempo in order to be successful. Likewise, the 
leaders must show awareness of these traits within themselves. The clients were 
encouraged to be conscious of and verbalize any physical or psychological changes 
elicited through the improvisations. Although large groups can be intimidating and some 
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group members may show resistance at first, skills such as social interaction, building 
intimacy, listening to others, increased tolerance of others, and increased ability for turn-
taking were shown to be greatly promoted through the use of group improvisation 
(Watson, 2002).  
 Slotoroff (1994) also found drumming provided a supportive environment for 
trauma survivors in inpatient short-term psychiatric setting helping improve assertiveness 
and anger management. In this article, improvisational drumming became a way for the 
clients to increase their awareness of body sensations, emotions, thoughts, and 
experiences through attuning to their personal coping styles and trying new coping 
methods. The clients were better able to tolerate uncomfortable feelings and respond less 
impulsively by the end of treatment.  
 Along with improved coping skills and decreased impulsivity, Slotoroff’s (1994) 
technique also provided the clients opportunities for control and empowerment.  Often, 
abusive relationships lead to feelings of inferiority, so much so the individual may feel 
saying, “Stop” or “No” would result in retaliation or rejection. Slotoroff (1994) supported 
the client’s sense of empowerment by allowing the client to practice maintaining eye 
contact while saying, “Stop” when they wanted the improvisation to be finished. 
Slotoroff (1994) not only allowed the client to end the improvisation but also asked 
permission to engage musically with the client. The client’s ability to control aspects of 
the session often reinforces their feeling of safety (Slotoroff, 1994).  
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   With re-experiencing trauma comes the risk of re-traumatization. Grenadier 
(1995) questions the process of re-experiencing, arguing this practice forces the client to 
remain a victim. Although this drumming technique was successful, Slotoroff (1994) 
warned, re-experiencing through drumming would not be appropriate for use with trauma 
victims who are not cognitively capable of understanding the process or those who 
cannot engage in self-observation and reflection. It is important to also assess the client's 
emotional status before implementing techniques such as this, especially if the client has 
a history of suicidality or self-harm or whose defenses are not sufficient to manage 
painful memories and strong emotions. It is extremely important for the music therapist 
to be knowledgeable and experienced when working with survivors of trauma especially 
when strong emotions are being expressed (Amir, 2004; Slotoroff, 1994).   
     Tapping into one’s unconscious, regardless of the intent, can be difficult at times, 
especially if one’s trauma occurred early in life. Amir (2004) described several interesting 
improvisation techniques. After 8 months of building trust and implementing simple  
improvisation with her client, Amir asked the client to read a book while improvising. 
This technique enabled the client to better tap into her unconscious emotions while 
concentrating on reading rather than the music being played. Another technique used was 
playing short projective improvisations. Here, Amir would state a single word and the 
client would play short improvisations about the word. This permitted the client not only 
to tap into unconscious emotions but also memories she had long repressed.  
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 Improvising to dreams or fantasies can also be helpful in revisiting repressed 
memories. A technique called, “My Life Story” allowed Amir’s (2004) client to 
improvise stages of her life through music. Musical processing is extremely important as 
it provides the client a means to create a concrete and live expression of past traumatic 
experiences. However, this process is often very painful and difficult. Therefore, the 
therapist must be well trained to work through these expressions both musically and 
verbally. 
     Improvisation can occur with children as well, much like the Ritholz and Turry 
(1994) case study of a 17-year-old boy with a history of abuse. Here, the client’s fantasy 
was incorporated into his sessions through improvisational songwriting based on the 
boy’s creative story. This song was brought to several sessions as a type of transitional 
tune which enabled him to feel a sense of security and control. Rapport was built through 
the creation of the song, and the client, who often isolated himself from others, was now 
motivated to make meaningful relationships with his therapists. The therapists were then 
able to use the song and story to work through the boy’s issues surrounding his abuse.  
 In this example, the client’s song was used as a transitional object. Winnicott 
(1971) speaks of the transitional phenomenon in terms of the infant-caregiver 
relationship. He identifies the infant’s active choice of a transitional object for self-
soothing when the caregiver is not available (as cited in Frank-Schwebel & Yellin, 2002, 
p. 204). Bollas (1987), takes this theory a bit further with the idea that music’s aesthetics 
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— much like the mother — embraces us (as cited in Frank-Schwebel & Yellin, 2002, p. 
202). For instance, Bach’s aesthetic holds an individual differently than Bob Dylan’s. 
Music which is meaningful for the client may be experienced as part of the client’s self 
— in other words, ‘his song’ (Frank-Schwebel & Yellin, 2002, p. 204).  
     Another form of empowering improvisation can occur with the use of one’s voice. 
Austin (2007) called this process “vocal holding”. The word ‘holding’ is reminiscent of 
another of Winnicott’s (1965) terms which relate back to the physical and environmental 
holding provided in a healthy caregiver-infant relationship. When the therapist holds or 
provides a container for the client to express, the therapist is providing safety and comfort 
(Winnicott, 1965). Austin (2007) explained how recovering one’s voice requires a 
connection between the body, mind, and spirit often lost in dissociation.  
 Austin’s (2007) vocal holding technique begins with deep breathing exercises in 
order to expand the belly and diaphragm. This slows the heart rate and calms the nervous 
system which in turn relaxes the mind and body. Breathing has many benefits beyond 
relaxation including an increased control of feelings. Once the client is ready to begin 
vocalizing, the therapist supports the client with two chords, creating a safe, predictable, 
and stable environment for the client to improvise with spontaneity. The client is 
encouraged to use syllables and sounds initially rather than words. These sounds, 
combined with the rocking movement of the two chords, create a trance-like state where 
the unconscious may be accessed. As an individual sings, the vibrations resonate 
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throughout the body. This can be beneficial to survivors of trauma who have numbed or 
dissociated with their body. Austin (2007) explains, this particular vocal exercise is 
especially beneficial in addressing previous attachment issues as the voice is the initial 
source of connection between mother and baby.  
     Austin (2007) also used a vocal technique called “free-associative singing” where 
by words enter the vocal improvisation. This technique may evoke images, memories, 
and associated feelings in the client. Here, the therapist will take a more active role, 
repeating words and melodies, singing in unison, or adding harmonies. The music 
therapist may choose to provide empathetic reflection, emphasize important words or 
engage in musical role-play. Although the music often becomes more complex with the 
addition of words, Austin noted the importance for the therapist to maintain a supportive 
role. The act of singing, much like other forms of improvisation, is empowering. It, too, 
allows access and expression for intense feelings and turns something negative, painful, 
and ugly — like trauma — into aesthetically pleasing music.  
     Although music allows for non-verbal expression, verbal aspects of music therapy 
also serve an important purpose. The use of words in songwriting provides a means for 
decreasing anxiety in those with a history of trauma, as it allows the client to make 
choices and insert personal thoughts into a song (Frisch, 1990; Mayers, 1995). 
Songwriting can facilitate therapeutic relationships by providing a safe outlet where the 
client can feel accepted, heard, and understood, much like instrumental and vocal 
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improvisation (Christenbury, 2015). Mayers (1995) used short songwriting activities to 
help children cope with anxiety and feelings of distress. Through songwriting, children 
identified fears, established positive outcomes, and — with the therapist’s help — 
assigned a melody. These songs were then practiced in times of calm to gain mastery of 
the song and then used when the child experienced distress.  Christenbury (2015) worked 
with a young girl dealing with anger issues brought on by her traumatic past. Along with 
other creative arts components, she used a Velcro board and various icons for the girl to 
create her own stories which Christenbury then put to music.  
     A case study by Ventre (1994) described how The Bonny Method of Guided 
Imagery and Music (GIM) was used to combat the effects of physical, emotional, and 
sexual abuse. GIM was developed by Dr. Helen Bonny in 1978, who noted GIM to be an 
effective psychiatric application and projective device as music has the ability to evoke 
imagery of all the senses, allowing individuals to access intense feeling states (Bonny, 
1975).  Within the GIM process, the client is induced into a focused state using Western 
classical music and the client’s imagery is then used to explore and integrate thoughts, 
feelings, memories, fantasies, and personal or transpersonal relationships (Ventre, 1994). 
Each session lasts about two hours including 1) a “prelude” or a verbal check-in period 
where events of the past week, goals, dreams, and insights are discussed, 2) an 
“induction,” or a fine tuning of the prelude where the client becomes internally refocused 
and any goals or issues for that session become the center of attention 3) the “music” 
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section, where in-depth work is accomplished with issues that emerge through the music, 
and 4) a “postlude,” where creative processing of material brought up by the music 
occurs and the client refocuses on the external environment (Ventre, 1994).  
 The therapeutic process within the GIM technique is adapted to the individual’s 
needs. The client described in Ventre’s (1994) case study used GIM to enhance feelings 
of trust, strength and control in her life as well as access and re-experience memories and 
feelings from the past in order to be more present and less preoccupied with her traumatic 
past. Specific music, chosen by the therapist, helped to elicit images associated with these 
goals. The client was then encouraged to explore images. In this case study, the client was 
able to obtain many aspects of herself including, strength, beauty, wisdom, patience, 
humor, and the ability to self-nurture. She also experienced and worked through feelings 
of pain, anger, sadness, joy, love, reverence and awe. GIM provided the client with a 
better understanding of her traumatic past and the ability to better approach her future 
(Ventre, 1994).  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CHAPTER 3: TRAUMA-BASED MUSIC THERAPY 
 Music therapists, regardless of the setting in which they practice, will treat many 
individuals who have experienced trauma at some point in their lifetime. The Adverse 
Childhood Experiences study (ACEs) found approximately two-thirds of its adult 
participants to have experienced at least one adverse childhood event (Centers for 
Disease Control and Prevention, 2016). This chapter will relate trauma related music 
therapy literature with the principles associated with trauma-informed approaches.  
 The impact of traumatic events can vary based on the individual’s support system, 
predisposition for resilience, and the developmental stage at the onset of trauma (Holm-
Hansen, 2014; Kisiel et al., 2014). The effects of interpersonal trauma — unlike other 
forms of trauma — have been linked to greater symptom complexity and a higher 
occurrence of functional and mental health issues (Widera-Wysoczańska & Kuczyńska, 
2010). Brain development, immune systems, and hormonal systems are often affected, 
resulting in on-going physical issues as well as emotional, behavioral, cognitive and 
social limitations (Centers for Disease Control and Prevention, 2014; Harris, 2015; Kisiel 
et al.,  2014; Perry, 2006; Teicher, 2002). Symptoms of interpersonal trauma often 
manifest as affect dysregulation, structural dissociation, somatic dysregulation, impaired 
self-concept, and disorganized attachment patterns (Widera-Wysocza & Kusczy, 2010).  
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 Resilience and recovery can be promoted through the proper use of trauma-based 
best practices, which must be utilized through all aspects of treatment including policies, 
procedures, and practices (Jennings, 2004; SAMHSA, 2016). Trauma-informed 
approaches seek to avoid inadvertent re-traumatization, yet, many public institutions, 
service systems, and mental health facilities which provide services and supports to 
survivors of trauma are at risk of being trauma-inducing without the proper training. For 
instance, the abrupt removal of a child from an abusive home in the child welfare system, 
the use of invasive medical procedures in the medical system, harsh disciplinary practices 
in education systems, intimidating practices in the criminal justice systems, or the use of 
seclusion and restraints in the behavioral health system can all be re-traumatizing for 
those with significant histories of trauma (SAMHSA, 2014). Thus, recovery cannot occur 
through interventions which use coercion, force, or authoritarian control as these are 
suggestive of prior traumatic experiences. Trauma-specific interventions must be the 
focus of treatment as they, instead, attempt to find functional adaptations for symptoms 
related to trauma, such as substance abuse, eating disorders, depression, anxiety, 
dissociation and depersonalization (Jennings, 2004).   
 The Substance Abuse and Mental Health Services Administrations (SAMHSA) 
and the National Alliance on Mental Health identify several key principles addressed in 
trauma-informed care. These include safety, trustworthiness and transparency, peer 
support, collaboration and mutuality, as well as empowerment and choice (SAMHSA, 
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2016; Holm-Hansen, 2014). It is extremely important to foster these principles within 
each individual’s cultural, historical, and gender characteristics (Holm-Hansen, 2014; 
Jennings, 2004; SAMHSA, 2016). Moreover, it is important that standards reflective of 
these trauma-based approaches be integrated into music therapy. 
Standards of Trauma-Based Music Therapy Practice    
 Safety and Trustworthiness. According Maslow’s Hierarchy of Needs, the 
ability to feel safe is a basic need which must be fulfilled before one can achieve personal 
growth and self-actualization (Bath, 2008; McLeod, 2014). According to Erikson’s stages 
of development, the first psychological crisis for an infant is based on a sense of safety as 
they begin to establish trust in their caregiver (Bath, 2008). Furthermore, developing 
safety and trust is a crucial step in building and maintaining rapport within any 
therapeutic relationship — including that of the music therapy relationship. This writer's 
recommendation for the music therapist is consistent with that of Holm-Hansen (2014) 
and Jennings (2004): physical and emotional safety must be a priority for all those 
involved in a survivor’s recovery process.  
 Like all members of treatment, the music therapist must reflect a clear 
understanding of the prevalence and impact trauma has on a survivor’s life, behaviors, 
and coping mechanisms. It is important for the music therapist to support the individual, 
not by focusing on his or her deficits, but through identifying and utilizing the strengths 
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and skills already exhibited by the client (Holm-Hansen, 2014; Jennings, 2004; 
Rolvsjord, 2010). Nordoff and Robbins (2007) reflected this when describing The Music 
Child — encouraging and working from the parts of the child which are alive, creative, 
and healthy. This is reflective of trauma-informed approaches as it is important to 
understand that client’s defenses originate from the individual striving for health and 
survival (Holm-Hansen, 2014; Jennings, 2004). Therefore, the music therapist should not 
aim to take the survivor’s defenses away, instead, guide the client in adapting these 
defenses to be more functional for everyday life. Pavlicevic (2002) explained that by 
focusing not only on the client’s traumatized self, but also the healthy musical self, we 
achieve a more holistic view. Pavlicevic (2002) further warned that by only looking at the 
traumatized client we force the client to remain a victim. 
 Because the therapeutic relationship begins at first contact with the client, some 
music therapists may choose to engage in spontaneous music making and improvisation 
right away. Based on the client, environment, and therapeutic goals, Slotoroff (1994) 
chose to begin with a verbal conversation in order to better understand the obstacles and 
needs of the client. Others, like Austin (2007), may choose to begin with deep breathing 
in order to calm the nervous system. Music listening can also be used similarly to 
Montello (1999) who asked the client to bring in a recording of music which they identify 
as meaningful — listening and sharing reactions together in the first session. Montello 
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(1999) also suggested the therapist choose a piece that may be important to the client’s 
recovery process.  
 Within this first meeting, establishing boundaries and consistency is critical to 
creating physical and emotional safety. Stewart and Stewart (2002) identified three 
aspects that provide containment and thus safety. First mentioned is consistency of time, 
which requires the music therapist to begin and end at the same time every session. 
Consistency should occur not only in the duration of the session, but also within the 
session schedule. Consistency of setting is the next crucial aspect for the music therapist 
to provide. This may mean having the session in the same place every time, but also 
providing a space which is physically safe (i.e., clean and sturdy instruments that are 
organized and set up in an inviting way for the client to utilize). Consistency of attitude is 
the last component mentioned. Stewart and Stewart (2002) referred to this as the music 
therapist’s commitment to having no agenda other than to receive the clients’ verbal and 
non-verbal communications, whether conscious or unconscious, while responding and 
providing meaning to them. Similarly, Hong, Hussey, and Heng (1998) and Ritholz and 
Turry (1994) both discussed the importance of repetition to elicit feelings of success 
when building rapport with survivors of trauma.  
 Music can provide containment—an important aspect in creating safety (Austin, 
2007; Winnicott, 1965). Containment, according to Winnicott (1965), is related to the 
physical and environmental holding provided in a healthy caregiver-infant relationship. 
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The music therapist is able to provide a container for the client to express. Austin (2007), 
for example, used two chords on the piano to create a structured, safe container while the 
client improvised vocally. Stewart & Stewart (2002) stressed the importance of 
supervision with both peers and an external supervisor. They stated, in order to provide 
containment, the therapist must also feel contained. Safety, trustworthiness and 
transparency may contribute stability to the client’s otherwise unstable inner world.  
 Peer Support. Yalom (2005) stated that interpersonal learning is an important 
facet of group therapy. Feedback from other group members can promote self-reflection 
and self-observation. Consequently, individuals within the group become more aware of 
their strengths, limitations, interpersonal distortions, and maladaptive behavior which 
may have elicited unwanted responses from people in the past (Yalom, 2005). 
Furthermore, SAMHSA (2016) and Watson (2002) recommended a sense of group 
identity, unity, cooperation, and a strong sense of belonging can combat feelings of 
isolation which is often felt by survivors of trauma. Watson (2002) explained the process 
of active music making as a group helped sustain the repetition of a steady beat while 
bringing the group members together physically, emotionally, and mentally. Bensimon, 
Amir, and Wolf (2008; 2012) demonstrated how group music therapy gives clients an 
opportunity to listen to their own music making while blending harmonically and 
synchronizing in tempo with other group members. Group music therapy is a non-
threatening means of fostering creative expression, emotional regulation, positive group 
!38
interactions, leadership opportunities, and cooperation thus cultivating a sense of 
belonging and interpersonal communication (Bensimon, Amir, & Wolf, 2008; Bensimon, 
Amir, & Wolf, 2012; Watson, 2002).  
 Attachment theory can be used in reference to peer support as Perry (2001) 
emphasized the need for attachment in order to survive, learn, work, love, and procreate. 
Developing peer support contributes to one’s ability for attachment through the 
promotion of mutuality, comfort, safety, and pleasure (Perry, 2001; Van Westrhenen & 
Fritz, 2014). Due to past interpersonal traumatization, survivors often associate 
attachment with emotional or physical pain, thus, developing fearful or disoriented 
attachment styles. This style of attachment can make it very difficult for some survivors 
to develop and maintain intimate relationships including therapeutic relationships 
(Maack, 2012). However, Asay and Lambert (1999) found therapeutic relationships 
account for twice as much positive change as a specific therapeutic intervention (as seen 
in Bath, 2008, pp. 19-20). 
 Transparency; Collaboration and Mutuality. Negligent re-traumatization is 
best avoided when the client is a part of their own recovery process; therefore, trauma-
informed approaches often facilitate the client’s participation in treatment planning 
(Jennings, 2004). Thus, collaboration is found when all treatment decisions are made 
openly between the music therapist and client as well as other staff, practitioners, and 
family who may be involved in the client’s treatment (Holm-Hansen, 2014; Jennings, 
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2004; SAMHSA, 2016). Collaboration is seen often between the music therapist and their 
client; however, more research surrounding the collaboration between music therapist, 
client, and other practitioners (doctors, social workers, other creative arts therapists, etc.) 
is needed as there is little written on collaboration regarding music therapy and trauma. 
  Transparency and mutuality reflect the need for clarity, respect, and mutual focus 
between the client and therapist. An approach which does not push the client into 
uncomfortable territory is seen throughout the music therapy literature (Amir, 2004; 
Austin, 2007; Bensimon, Amir, Wolf, 2012; Montello, 1999; Stewart & Stewart, 2002). 
Amir (2004) and Montello (1999) encouraged music therapists to be cognizant and 
respectful of the client’s individual process, providing appropriate clinical interventions 
at the client’s own pace while supporting with empathy and care (Amir, 2004; Montello, 
1999).  In order to do so, the music therapist may want to employ a client-directed 
approach indicative of Carl Rogers’ Client-Centered Therapy. With this approach, the 
therapist relies on the client’s inner resources for growth and self-realization. Therefore, 
the music therapist may only engage in what the clients is willing to discuss. This 
approach allows the client to direct the course of treatment by engaging in topics to 
which the client is comfortable discussing (Raskin, Rogers, & Witty, 2013).  
 Slotoroff (1994) exemplified collaboration and mutuality by asking the client 
permission before engaging musically with the client’s improvisation. Burkhardt-Mramor 
(1996) emphasized the importance of building a therapeutic relationship within music 
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therapy. A sense of transparency and mutuality can, certainly, be found within the 
therapeutic relationship. This therapeutic relationship can be built in subtle ways, such as 
through the creation of spontaneous sounds within musical improvisation (Bruscia,1987). 
Creating a song, much like Ritholz and Turry's (1994) case study, can build rapport and 
meaningful relationships between client and therapist. Mutuality can be found with the 
use of client-preferred music when listening, discussing, and reacting to the client’s music 
with the client (Moore, 2013; Montello, 1999). Similarly, Austin (2007) created mutuality 
in her sessions when reflecting, repeating, and adding harmonies to her client’s vocal 
improvisations.  
 Furthermore, Rolvsjord’s (2010) Resource-Oriented Music Therapy approach 
emphasized collaboration and mutuality and asked that music therapists move away from 
an intervention-based mentality as interventions only limit our client’s own resources. 
According to Rolvsjord, collaboration and mutuality involve equality, shared 
responsibility, and a person-to-person responsive relationship between client and 
therapist. Therefore, both therapist and client play a crucial part in the decision-making 
process. The therapist’s function is that of a role model. In other words, the therapist must 
employ a visible and clear voice in order to give the client an opportunity to do the same 
(Rolvsjord, 2010). 
 Empowerment, Voice and Choice.  Personal control is emphasized in trauma-
informed approaches by allowing the client opportunities to voice choices within the 
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recovery process (Holm-Hansen, 2014). Perry (2006) stresses the importance of allowing 
children appropriate power and control whenever developmentally and practically 
possible (as seen in Bath, 2008, p. 19). Some argue that empowerment guides the 
therapeutic process as it is intrinsic to, and a result of music therapy while others feel the 
empowerment process within music therapy is more of a philosophy which guides 
therapeutic process, aiding the client’s perception of who they are and what they can do 
(Rolvsjord, 2010, pp. 42-43). Regardless of how empowerment is viewed, Rolvsjord 
(2010) explained the therapist must put aside any need for power or control, recognize 
the client’s own competences in relation to the therapeutic process, and empower the 
client to “take the driver’s seat” (p. 44). Thus, music therapists must take on a role of 
nurturing the human potential (Arranz, 2013) 
 Empowerment and choice may be facilitated within music therapy sessions by 
inviting the client to join in treatment team meetings, encouraging him or her to bring a 
song which is meaningful to them (Montello, 1999) or picking the instruments to play 
and exploring how to play them (Frank-Schwebel & Yellin, 2002) allowing for 
empowerment as well as voice and choice. Frisch (1990) and Mayers (1995) used 
songwriting to allow their client to insert personal thoughts into a song. Providing 
personal choice can aid in the client’s awareness of empowerment (Holm-Hansen, 2014). 
Using client-preferred music as well as implementing and structuring interventions so 
that the client may be successful within the session were demonstrated to promote a 
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positive self-concept for the client (Clendenon-Wallen, 1991; Moore, 2013).  Slotoroff 
(1994) helped empower her clients by allowing them a means to practice the words, 
“Stop” and “No” as well as allowing them to begin and end drumming improvisations. 
Likewise, Watson (2002) provided her clients with leadership opportunities within 
improvisational drumming.  
 Cultural Considerations. One’s cultural framework greatly influences who we 
are, how we think, what we do, and therefore, it is central to the understanding of human 
behavior and the meanings we assign to our thoughts and actions (White, 2011). Aspects 
of one’s culture include not only their ethnicity, but also their beliefs, expectations, norms 
and taboos, and include everything from one’s diet and social activities, to their 
symptomatic expression, diagnosis, and perceptions of mental illness. Furthermore, the 
resources to treat and diagnose an individual are also affected (White, 2011).  
 Bronfenbrenner’s Ecological Systems Theory also known as Bioecological 
System Theory may best inform the music therapist when considering their client’s 
culture and background. This theory illustrates one’s background and development within 
a context of system relationships that make up their environment (Paquette & Ryan, 
2001). According to this theory, one’s environment is made up of several layers including 
home, school, work, community, city, state, and nation (Harney, 2007). Harvey (1996) 
applies a similar view of psychological trauma, trauma recovery, and resilience by 
considering the influence of one’s entire system. As a result, the interdependence between 
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the individual and their culture or environment when responding to traumatic events is 
emphasized (as seen in Harney, 2007, p. 76). A holistic understanding of the client’s 
culture including all systemic layers must be established by the music therapist in order to 
support the recovery process. 
 Holm-Hansen (2014) emphasized the fact that cultural communities do not 
interpret exposure to trauma and trauma-related symptoms similarly. Therefore, trauma-
informed approaches and trauma-specific models must vary based on the client’s cultural 
values. Furthermore, individualistic coping strategies are often emphasized in western 
cultures, whereas community or collectivist support may be more important for other 
cultures. Trauma-Informed approaches, although perceived well within qualitative 
research, are still relatively new and require more research to validate the importance of 
trauma-informed care more broadly. 
 Stewart’s 2005 study found that many healthcare workers expressed a lack of 
confidence when working with clients from cultural backgrounds different from their 
own. The study illustrated that many practitioners report insecurity when interpreting 
suicidality cues among people from non-Western cultures as well as a fear of offending 
individuals by asking about domestic violence. In interviewing a community focus group, 
Stewart found most participants did not feel mainstream services were non-
discriminatory, although many practitioners reported otherwise, stating these services 
were “open to all.” Stewart (2005) recommended moving away from a checklist 
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approach, instead, using a cultural lens to enable practitioners to listen to their clients 
with awareness of where one story intersects with another. This intersectional approach 
may help provide a more holistic view of the client’s culture and background. 
 The therapist must ensure their client feels heard and understood. In order to do 
so, the therapist must pay close attention to both the client and therapist’s own inner 
world and background being aware of any preconceived notions that may exist (Amir, 
2004; Montello, 1999). Initiative must be taken with regard to each client’s cultural needs
—even if the client’s culture seems similar to that of the music therapist. Each survivor is 
unique; therefore, one must consider not only their client’s culture but their history, 
sexual orientation, and gender (Holm-Hansen, 2014). Frank-Schwebel & Yellin (2002) 
strived to begin her sessions without preconceptions or preferences for a particular music 
activity and instead allows the client to lead the way. She explained this process permits 
the music and sound to develop naturally and spontaneously (Frank-Schwebel & Yellin, 
2002).  
 Although much of the music therapy literature does not speak directly to trauma-
informed music therapy, it illustrates the implementation of all of the trauma-informed 
principles: Safety, Trustworthiness, Peer Support, Transparency, Collaboration, Mutuality, 
Empowerment through Voice and Choice, and Cultural Considerations. It is this writer’s 
hope that trauma-informed music therapy will receive more attention in the future as 
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practitioners and music therapists gain a better understanding of the devastating effects 
and prevalence of trauma. 
   
Table 1: Aspects of Trauma-Informed Care within the Music Therapy Literature
Safety and Trustworthiness Amir (2004); Austin (2007); Montello (1999); 
Hong, Hussey, & Heng (1998); Nordoff & 
Robbins (2007); Pavlicevic (2002); Slotoroff 
(1994); Ritholz & Turry (1994); Stewart & 
Stewart (2002)
Peer Support Bensimon, Amir, & Wolf (2008); Benismon, 
Amir, & Wolf (2012); Slotoroff (1994); Watson 
(2002)
Transparency; Collaboration and Mutuality Amir (2004); Austin (2007); Burkhardt-Mramor 
(1996); Bruscia (1987); Montello (1999); 
Moore (2013); Ritholz & Turry (1994) 
Empowerment; Voice and Choice Clendenon-Wallen (1991); Frank-Schwebel & 
Yellin (2002); Frisch (1990); Mayers (1995); 
Montello (1999); Moore (2013); Slotoroff 
(1994); Watson (2002)
Cultural Considerations Amir (2004); Frank-Schwebel & Yellin (2002); 
Montello (1999)
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CHAPTER 4: DISCUSSION AND REFLECTION 
 I first became interested in trauma-informed care when I began my clinical work 
in music therapy. Most mental health and behavioral care facilities required an 
orientation, and within this orientation there was always a section of trauma-informed 
training. Often, the presenter would discuss the effects of trauma and some best practices 
when working with those who have endured trauma. Within this discussion, there was 
always a moment where the presenter would provide statistics about trauma. I remember 
being astounded by the prevalence of trauma in most mental health patients’ lives. I had 
no idea that about 90 percent of individuals who seek help at mental health facilities had 
endured some sort of trauma (Jennings, 2004; Mueser et al. 2004). In working in several 
different mental health facilities, I found that interpersonal trauma occurred most 
frequently among survivors of trauma.  
 Through these trainings, I became more informed as to the nuances of 
interpersonal trauma, however, I knew my experience and understanding of trauma 
differed from each of my clients’. I felt overwhelmed by the pervasiveness of trauma and 
terrified that I might re-traumatize my patients due to my own negligence. Music is 
powerful. It has the ability to elicit strong emotions through associations. Because of this, 
I felt as if any song or sound could trigger PTSD symptoms; I soon became paralyzed by 
the thought of bringing about further distress into my patients’ already chaotic lives. In 
truth, I was scared and found myself avoiding the subject of trauma all together which 
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impeded my client’s potential for health. It was at this point when I decided I needed to 
do some research.  
 As I began my search, I was taken back by the life long after effects of 
interpersonal trauma. I have witnessed many people who struggle immensely with 
addiction and maladaptive coping skills due to a history of abuse and neglect. Perhaps the 
most difficult studies to read were those that described the developmental trauma children 
often face as a result of interpersonal trauma. It is no surprise trauma affects the way 
children attach to their caregivers; however, the effects of this poor attachment—the 
child’s distorted perception of self, poor perspective-taking abilities, and poor boundaries, 
inappropriate affect responses, compulsive and aggressive behavior—resonated with me 
the most (D’Andrea et al., 2012). I began to see the markings of traumatic histories on 
many of the children I have met and worked with on mental health units throughout my 
time as an intern and practicum student. The literature, including the ACEs study, clearly 
illustrated health risks, attention deficit/hyperactivity, criminal and oppositional behavior, 
addiction, teen pregnancy, eating disorders, further victimization and antisocial behavior 
that could be in their future without proper trauma-based services (CDCP, 2014; 
D’Andrea et al., 2012; Kisiel et al., 2013). I was eager to find out what music therapists 
have done to contribute to the resiliency of survivors.  
 The music therapy literature I found often appeared to be trauma-specific models, 
for much of what I found described specific interventions to aid individuals with 
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symptoms of trauma. Although no sources referred to trauma-informed music therapy 
specifically, the literature clearly illustrated the many ways that music therapy could help 
provide emotional expression and regulation as well as a platform for the discovery of 
healthy coping skills. For instance, with a music therapist’s guidance, a survivor can use 
improvisation or songwriting to express, embody, and work through difficult or 
overwhelming emotions in a non-threatening manner. Within the songwriting process, the 
individual can additionally create lyrics reflecting new ways of coping.  
 Much of the literature in and out of music therapy illustrated the risk of re-
traumatization if mental health practitioners are not cognizant of the sequelae of trauma 
(Amir, 2004; Chirstenbury, 2015; Holm-Hansen, 2014; Jennings, 2004; Montello, 1999; 
SAMHSA, 2016).  I felt it was important for me, as a music therapist, to provide a means 
for my clients to relate and work through their past experiences while avoiding re-
traumatization. Looking at the music therapy literature through a trauma-informed lens 
has strengthened my understanding of how Holm-Hansen (2014) and SAMHSA’s (2016) 
six principles— safety and trustworthiness; transparency; collaboration and mutuality; 
empowerment, voice and choice; peer support; and cultural considerations—might be 
applied to evidenced-based music therapy interventions.  
 With a trauma-informed lens I can envision the music therapy interventions 
utilized within a trusting and transparent therapeutic relationship. Here, the client and 
therapist collaborate with each other as well as other practitioners to create mutually 
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agreed upon goals and objectives. Collaboration is clearly an important part of music 
therapy as much of the literature spoke to the therapist and client collaborating when 
working through important issues together. I spoke earlier to the paralyzing fear I felt 
when faced with a client’s traumatic pasted. Yet, the notion of collaboration has helped to 
greatly diminish my fear as I now realize it is not my job to navigate this territory.  
 The music therapist’s role is to support and collaborate with the client. Rolvsjord 
(2010) explained survivors of trauma recover from their trauma by using their own 
strengths and resources. The therapist’s role is to nurture the client’s strengths and their 
ability to use these resources throughout the therapeutic process. Thereby, a trauma-
informed therapeutic process provides much needed empowerment to the survivor, as 
music therapy allows them to make their own decisions and express themselves in their 
own unique way, in their own time all within a safe therapeutic environment.  
 The trauma-informed approach seems to be a very humanistic and client-directed 
one as the trauma-informed principles and music therapy interventions seen in the 
literature made reference to the uniqueness of each individual client. The survivor’s 
unique background and culture must be understood by the therapist in order to proceed in 
the therapeutic process without re-traumatization. Much like Amir (2004) and Montella 
(1999) touched upon when they spoke of the therapist understanding their own inner 
world, I—as the music therapist—must check my own assumptions and understanding of 
the traumatic experience.  
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 In writing this thesis, I have learned, although I may begin a session with a plan or 
idea of what may help the client, it is the client who ultimately guides the session and 
entire therapeutic process. This is not to say that the music therapist plays a passive role. I 
must provide interventions which may be helpful to the client and allow them to use their 
unique resources. Once again, this speaks to the importance of understanding the client’s 
background and culture which can only be obtained through a safety and trust within the 
therapeutic environment. As culture is unique to each client and music therapist, it is 
important to consider this principle within every session. It is my recommendation that 
future music therapy literature emphasize the navigation of the consumer and therapist’s 
unique cultures.  
 I believe further literature and research is needed relating to group music therapy 
and interpersonal trauma with specific attention on the potential benefits of peer support. 
The Benison, Amir, and Wolf 2008 and 2012 literature on group music therapy with 
PTSD soldiers solidified for me the need for group music therapy and peer support for 
those who have experienced trauma as developing interpersonal communication and a 
sense belonging is so very important for survivors of trauma and group music therapy, 
often more than talk therapy, provides an opportunity for synchronicity, listening to one’s 
self and others, and attaining a group  harmony (Bensimon, Amir, & Wolf, 2008) 
 I have learned a great deal about interpersonal trauma, the effects of trauma, and 
how music therapy has been used with survivors of trauma. I now have a much better 
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understanding of the difference between trauma-informed and trauma-specific care which 
has enlightened my idea of what trauma-informed music therapy might look like. Many 
of these six principles were difficult for me to identify separately as I found most of them 
build upon and incorporate one another. For instance, when collaborating with a client to 
create mutual goals, the therapist is also providing a safe environment for the client to 
feel empowered within the treatment process. This fluidity led me to group these 
principles into five new categories: Safety and Trustworthiness; Peer Support; 
Transparency, Collaboration and Mutuality; Empowerment, Voice and Choice; and lastly, 
Cultural Considerations.  This reorganization was simply a way for me to better organize 
my thoughts. Regardless of how one groups these principles of trauma-informed care, 
there is a strong need for further research within the specific scope of trauma-informed 
music therapy.    
 Furthermore, Many of the studies within the music therapy world are small case 
studies or narratives dealing with a specific intervention technique such as drumming, 
songwriting, and improvisation; therefore, these studies may not be generalizable or 
transferable to all populations or situations (Austin, 2007; Amir, 2004; Bensimon, Amir, 
& Wolf, 2008). My hope is that trauma-informed care will be more directly addressed 
within future music therapy literature and that more evidence-based findings will be 
published as our clients’ well-being depends upon it. 
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